Umbilical artery thrombosis is rare event and few prenatally diagnosed cases have been reported. Antenatal diagnosis is very critical, as it is associated with high risk of perinatal motility and morbidity such as intrauterine growth restriction and intrauterine fetal death. This study presents a rare case of intrauterine umbilical artery thrombosis, diagnosed by ultrasonography, at 32 weeks and 5 days of gestation in a 34-year-old woman who had an uneventful pregnancy. Early diagnosis with color Doppler ultrasonography is critical for pregnancy outcomes when fetal movement has dimini shed or intrauterine growth restriction is diagnosed, even though two umbilical artery already been confirmed on the first or the second-trimester ultrasonography scans.
Introduction
Umbilical artery thrombosis is a rare condition associated with high risk of perinatal motility and morbidity such as intrauterine growth restriction and intrauterine fetal death. 1 Perinatology index was 0.476 coils/cm according to the 90th percentile. 3 Doppler flow showed the resistance index (RI) in the umbilical artery was 0.48 (<5th percentile) and an increased diastolic flow in the middle cerebral artery (RI=0.64). Fetal heart rate monitoring showed "saw-tooth pattern" with bradycardia ( Fig. 1B) .
Emergency cesarean section was perform ed. The new born was male with a birth weight of 1,790 g. Apgar score was 4 at 1 minute and 6 at 5 minute. The pH of arterial umbilical cord gas was 7.167. The neonate was referred to the neonate intensive care unit and was discharged 4 weeks later.
The placenta weighed 526 g and measured 18×14×4 cm according to the 50th percentile. 4 The umbilical cord was inserted centrically and highly twisted with a diameter of 1.2 cm. Histologic examination confirmed the diagnosis of umbilical artery thrombosis. Three vessels were noted with thrombotic occlusion of one of umbilical arteries ( Fig. 2A) . The placenta micro scopically presented necrotic and avasular villi embedded in large fibrinoid, and the collapsed intervillous space which con sistent with early ischemic change (Fig. 2B ).
Discussion
The 
